Failure of a balloon catheter to deflate is not uncommon and prevents its removal. Methods of overcoming the problem include traction, bursting the balloon by overinflation, dissolving it with solvents, puncturing it percutaneously with a needle, or puncturing it with a wire stylet passed through the catheter. All except the last technique have major disadvantages and are of questionable safety. Transcatheter puncture of the balloon was used in 16 patients to remove obstructed balloon catheters without any technical difficulty, distress to the patient, or complication. The procedure is safe, simple, and does not require an anaesthetic. If necessary it could be performed safely by nursing or paramedical staff without the patient having to be admitted to hospital. It is the method of choice for the management of this problem.
Introduction
Balloon catheters are widely used in medical and surgical practice most commonly in the urethra to decompress the urinary bladder. They are also sometimes used in more inaccessible places, such as the intestine, gall bladder, and renal pelvis.
Removal of the catheter is difficult or impossible when the self retaining balloon fails to deflate after aspiration of its contents has been attempted. Unless there is a faulty inflation valve, which can simply be cut off to permit spontaneous decompression of the balloon, this is most likely to be due to intraluminal obstruction of the balloon inflation channel or to a primary defect of the balloon itself.
Many different methods of overcoming this problem have been described. '-3 One of the most simple and effective is to thread a ureteric catheter wire stylet along the balloon inflation channel to dislodge the obstruction or puncture the balloon. Although this technique has been used routinely by urologists for at least 30 years, it is not widely known to those outside the urological specialty. We describe the procedure in detail and report the results obtained in 16 patients.
Materials and methods

EQUIPMENT
The equipment, which must be sterile, consists of a size [3] [4] [5] (fig 1) .
It is important to explain to the patient what is happening and what the procedure entails. Premedication with diazepam, to dispel undue anxiety and help the patient to relax, should be administered before the equipment is assembled to give it time to take effect. The procedure is best performed with the patient supine but can also be done with him seated-for example, in a wheelchair. The assistant should make sure that the patient is comfortable, there is adequate access to the external genitalia and retained catheter, and the light is properly adjusted. Finally, the assistant collects a catheter specimen of urine, which is sent to the laboratory for culture.
in forceps. Sterile drapes are arranged around the genitalia and beneath the catheter to define the operating field. The inflation valve of the balloon is cut off flush with the body of the catheter (fig 2) and discarded. The ureteric wire stylet, liberally smeared with lubricant, is then carefully inserted into the inflation channel through the cut (fig 3) . Care is required to ensure that it does not become contaminated by touching the skin of the operator or patient. Using a gentle side to side rotation, the stylet is moved slowly along the lumen of the inflation channel. If its progress is stopped by an obstruction, which is usually a particle of foreign material, this is easily dislodged by further manipulation of the wire, and the balloon slowly deflates after the stylet is removed. Alternatively, the stylet is advanced until it enters the self retaining balloon itself, when further manipulation punctures the balloon and results in sudden decompres- sion (fig 4) ; the stylet is then withdrawn. Provided that the catheter is in the bladder, before it is finally removed the bladder should be thoroughly irrigated to wash out any foreign bodies or retained fragments of balloon. If the catheter is impacted in the urethra, however, irrigation of the bladder should not be attempted. 
Patients and results
Balloons were punctured as described above in 16 patients (nine women and seven men aged (mean 61) years) to permit removal of obstructed catheters. The catheters were in the bladder (11 patients), the caecum (three), and the gall bladder (two). Five patients with bladder catheters were referred to hospital specifically for management of the retained catheter, and in the remaining 11 numerous previous attemnpts to remove the catheter had failed. In all cases the catheter was easily removed with no technical difficulty, distress to the patient, or complications. Three women required heavy sedation to allay anxiety because of previously unsuccessful attempts to remove the catheter.
Discussion
Many different methods of removing obstructed self retaining catheters have been described. These include forceful or gradual traction,' rupture of the balloon by overinflation,l dissolution of the balloon by injection oforganic solvents,' -3 and percutaneous puncture of the balloon using a spinal needle.' 2 The outcome of all except the last of these procedures is unpredictable, and it is not uncommon for several different methods to be attempted before the catheter is finally removed. Two of them depend on a patent balloon inflation channel for injection of sterile water or solvent into the balloon, but obstruction of its lumen is often the root cause of the problem. Percutaneous balloon puncture is usually recommended only under ultrasound or radiological control2 and local or even general anaesthesia, and the patient may need to be transferred to a hospital where specialist services are available. These methods therefore have major disadvantages and limited applications.
The advantages of the technique we describe are obvious. It is non-invasive, does not injure adjacent organs, and can be used at any anatomical site without fear of complications. As there is no discomfort to patients an anaesthetic is not required. Moreover its safety, simplicity, and reliability make it ideal for use outside hospital. The number of patients reported on is small, but this is a tribute to the quality control of manufacturers of catheters as faulty catheters are relatively rare. Nevertheless, a self retaining catheter stuck fast in a patient is troublesome, and our results show that transcatheter puncture of the balloon is a safe and reliable method of removal.
A not inconsiderable number of patients undergoing long term urinary drainage with self retaining catheters are managed in the community. Many are elderly, incapacitated, or chronically sick, and routine catheter changes may have to be carried out by the general practitioner or district nurse in the nursing home, general practitioner's surgery, or patient's home. Failure of a catheter balloon to deflate often results in the patient being admitted to hospital for further management, which puts a disproportionate strain on health care resources. In addition, unexpected transport to hospital is often difficult and distressing for patients who are immobile or have other major disabilities. It could be avoided by nursing or paramedical staff using the technique of transcatheter puncture of the balloon. Whatever may be said about hospitals, patients do not like them. Anything that permits safe treatment within the community and reduces the need for hospital referral is surely of value. A greater awareness of this procedure should help the management of patients with self retaining balloon catheters. Intestinal organisms may be transferred between male homosexuals as a result of sexual activity, and an increasing number of cases are being reported from the clinics. The mode of transmission is usually directly by oroanal transfer or in some cases indirectly by orogenital contact. Group sex is another factor in the spread of intestinal infections. A wide range of infectious organisms such as giardiasis, amoebiasis, shigellosis, and enterobiasis have been reported, and occasionally unusual organisms are detected. Doctors responsible for the medical care of homosexual men should be alert to the possibility that gastrointestinal symptoms in these patients may result from intestinal bacterial or parasitic infections. Symptomless infections and a carrier state may also occur, so careful microbiological and parasitological tests are essential.-R D CATTERALL, retired consultant physician in genitourinary medicine, London.
I have been told that if a patient is taking the pill she should be advised to take additional contraceptive precautions when a broad spectrum antibiotic is prescribed. Is this true, and should girls with acne who are taking low dose tetracycline do so ?
Broad spectrum antibiotics interfere with the enterohepatic circulation of both natural and synthetic oestrogens, which is dependent on intestinal bacteria. This effect leads to increased faecal excretion and reduced blood concentrations of these steroids. Thus the safety margin for contraception is reduced but the risk appears to be small: only 23 cases of oral contraceptive failure associated with treatment with penicillins (mainly ampicillin alone or in combination) were listed in a recent review. ' Probably the recent tendency towards using lower dose oral contraceptives has reduced the margin of efficacy so that a relatively minor interference with absorption can lower oestrogen concentrations (below those required to inhibit ovulation) more readily than is the case with 50 Hg pills. There is a large interindividual variation in blood concentrations from similar doses and identifying those at risk is difficult, though breakthrough bleeding is an early sign of low blood oestrogen concentrations. Since treatment with broad spectrum antibiotics is usually given for short periods, additional contraceptive cover would seem wise, particularly if treatment is given in the first half of the cycle. It should be remembered that the risk of contraceptive failure (which is greater the lower the dose of oestrogen) is also dependent on compliance, is increased if drug absorption is reduced by diarrhoea or vomiting, and may even be greater in vegetarians, in whom changes in intestinal bacteria lead to an increased faecal loss of oestrogens and lower blood concentrations compared with omnivores. ' 
